
Worker’s Compensation 
 

Patient’s Information: 
First Name:__________________   MI: _____  Last Name: ___________________________ 
 

Date of Injury: ____/_____/_____ Part of Body injury relates to: ______________________ 

Location (City & State) where accident occurred: ___________________________________ 

 

Complete this section only if the employer at the time of injury is different than 
your current employer. 
Employer Name:_____________________________________________________________ 
 

Employer Address:___________________________________________________________ 
 

City:_____________________________  State: _____  Zip:__________ 
 

Work Phone #: (____)_____‐_______       
 

Send Work Comp Claims to: 
Work Comp Carrier Name: ___________________________________________________ 
 

Mailing Address:___________________________________________________________ 
 

City:_____________________________   State: ____  Zip: ___________ 
 

Phone: (____)_____‐________  Fax: (____)_____‐________ 
 

Claim #:__________________________________________________________________ 
 

Adjustor’s Name:__________________________________________________________ 
 

Phone: (____)_____‐________    Fax: (____)_____‐________ 
 

Nurse Case Manager:_______________________________________________________ 
 

Phone: (____)_____‐________    Fax: (____)_____‐________ 
 

NOTES/ADDITIONAL INFORMATION: 
___________________________________________________________________
___________________________________________________________________ 
 

Patient’s Attorney Information: (if applicable) 
Attorney Name:____________________________________  Phone #:(____)_____‐_______ 
 

Firm Name:__________________________________________________________________ 
 

Address: ____________________________________________________________________ 
 

City:_______________________________________   State: _____   Zip: ___________ 


